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the dental profession, to create 

in the minds of the American 
public an interest in the correction of 
cleft palate, an interest equal to that 
manifested in crippled bodies, defec- 
tive sight, and other congenital and 
acquired deformities. Although all of 
us recognize this deformity, too few 
realize the mental torture, the humili- 
ation, and the misery which it en- 
genders. According to conservative 
statistics, one in every 2,200 persons is 
born with a cleft palate; this estimate 
does not, of course, include the num- 
ber of acquired cases. It is our pur- 
pose in this article to enumerate the 
many types of cleft palate presented 
for treatment and to describe an 
effective method of correction. 


| T IS our mission, as members of 


CONGENITAL CLEFT PALATE 


The congenital cleft palate is a 
division of the roof of the mouth, 
beginning at the posterior border of 
the soft palate. Although it may be 
simply a bifurcation of the uvula, it 
more often includes the soft palate 
and may also extend anteriorly 
through the hard palate in varying 
degrees of length, at times including 
the whole structure. In the most 
extreme cases, the cleft extends 
through the alveolus and the lip at 


one or both sides of the premaxilla. 


Type CASES 


The first is the cleft of the soft 
palate—type one (Fig. 2); the sec- 
ond, the cleft of both soft and hard 
palates—type two (Fig. 3); in the 
third, the division of the palates ex- 
tends forward through the alveolar 
ridge causing a single harelip—type 
three (Fig. 4); in the fourth, the 
cleft includes the soft and hard pa- 
lates and extends through the ridge 
at each side of the premaxilla caus- 
ing a double harelip—type four 
(Fig. 5); the fifth, the edentulous 
type, is one of the most difficult to 
correct and is frequent in all types 
of cases; Fig. 6 illustrates an eden- 
tulous case of the third type. 

Postoperative types present several 
forms of which the following are 
typical: Fig. 7 illustrates the complete 
failure of palatal surgery with the 
breaking down of the entire struc- 
ture; Fig. 8, the partial closure of a 
type 3 cleft, showing the short im- 
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CLEFT PALATE 
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mobile soft palate; Fig. 9 illustrates 
the result often present after the 
Brophy operation, constricted palatal 
arch; Fig. 10 shows the usual picture 
of many palate repairs leaving one or 
more perforations; Fig. 11 illustrates 
a most desirable surgical result; 
nevertheless, the patient has been left 
with a foreshortened soft palate and 
still requires an appliance to make up 
a deficiency in structure; Fig. 12 
shows a postoperative type 3 cleft 
with the teeth removed and mouth 
prepared for an edentulous appliance. 


ACQUIRED CLEFT PALATE 


Acquired palate deformities may be 
classified under four types: injury, 
disease, surgical operation involving 
the loss of bony structure, and surgi- 
cal operation involving the loss of soft 
structure. Fig. 13 shows a gun shot 
injury caused by a bullet entering the 
right cheek, passing through the hard 
palate, and out of the left side, tear- 
ing a groove through the palate proc- 
ess, and leaving the maxillary sinuses 
open; Fig. 14 illustrates an unusual 
type associated with tertiary syphilis; 
Fig. 15, the destruction of the bony 
structure due to carcinoma, and Fig. 
16, the surgical removal of the soft 
palate. 

As a point of interest and to illus- 
trate that cleft palate is not confined 
to the human being, the model of a 
spaniel with a unilateral cleft of the 
soft and hard palates is included 


(Fig. 17). 
CorRRECTION OF CLEFT PALATE 


Attempts to correct cleft palate 
speech have led to the construction of 
several types of appliances. We are all 
familiar with the solid obturator 
(Fig. 18), for example, the main 
principle of which was to block the 
orifice with a mass of vulcanite of 
sufficient thickness to preserve con- 
tact at all times with the divided 
velum. But with the functioning of 
the levator-palatine muscles, a mass 
of material is left extending into the 
oral cavity and when these muscles 
are in repose, the same mass extends 
into the naso-pharynx. Then too, this 
type of appliance is not applicable to 
the postoperative case. 

There are also several kinds of 
hinged obturators (Fig. 19). Al- 
though the construction of this type 


Fig. 1—Extra-oral: intra-oral relationship 
of the cleft palate. 


Fig. 2—Type 1, cleft of the soft palate. 


Fig. 3—Type 2, cleft of both soft and 
hard palates. 


Fig. 4—Type 3, division of palates 
tends forward through the tidg 
causing a singie 


Fig. 5—Type 4, cleft includes the soft 
and hard palates and extends through the 
ridge at each side of the premaxilla causing 
a double harelip. 


Fig. 6—Edentulous case of the third type. 


Fig. 7—Complete failure of paiatal 
surgery with the breaking down of the entire 
structure. 


Fig. 8—Partial closure of a type 3 cleft, 
showing the short immobile soft palate. 


Fig. 9—Frequent result after the Brophy 
operation, constricted palatal arch. 


Fig. 10—Usual picture of many palate 


. tepairs leaving one or more perforations. 


Fig. 11—Desirable surgical result. 


Fig. 12—Postoperative type 3 cleft with 
the teeth removed and mouth prepared for 
an edentulous appliance. 


Fig. 13—Gun shot injury caused by a 
bullet entering the right cheek, aoe 
through the hard palate, and out of the | 
side, tearing a groove through the palate 
process, and leaving the maxillary sinuses 
open. 


Fig. 14—Unusual type associated with 
tertiary syphilis. 


Fig. 15—Destruction of bony structure 
due to carcinoma. 


Fig. 16—Surgical removal of the soft 
palate. 


Fig. 17—Model of a spaniel with a 
unilateral cleft of the soft and hard palates. 


Fig. 18—Solid obturator. 
Fig. 19—Hinged obturators. 


Fig. 20—Kingsley velum appliance. 


ot 
: 
; 
“ 
& 
f 
: 
» 
| 
ia 
Z 
J 
i 
= 
| 
‘ 
7 
| 
‘ 
4 


[ 264 } 


of appliance was based on normal 
palate function, an essential factor 
was overlooked; that is, the marked 
difference in shape and size of the 
constricted pharyngo-palatine arch in 
high and low position. Furthermore, 
the arc of the posterior wall is not 
fixed; it incgeases or decreases in 
curve as the head is brought forward 
or thrown back. This also is a condi- 
tion for which the hinged obturator 
does not provide. 

The Kingsley velum (Fig. 20) has 
a set technique for construction, can 
be used for all types of cases, and 
functions well if properly made. This 
appliance consists of a soft vulcanite 
piece attached to a palatal plate, with 
a lip engaging the divided velum; for 
postoperative cases, a single soft vul- 
canite attachment without the lip. A 
soft rubber appliance, however, is 
always open to criticism from a hy- 
gienic point of view, for rubber soon 
becomes porous, absorbs fluids of the 
mouth, and is obviously unsanitary. 

I have perfected, for my own use, 
as well as for the use of others, an 
appliance which has served all types 
of cases with equal success and which 
obviates the deficiencies of the appli- 
ances just described. It is an all metal 
appliance, preferably of cast gold, ab- 
solutely clean, and readily sterilized, 
consisting of a palatal plate corres- 
ponding to the normal hard palate, 
a tail-piece corresponding to the nor- 
mal soft palate in repose, and a bulb 
at the end of the tail-piece by means 
of which palatal function is simulated 
(Fig. 21). 

TECHNIQUE OF CONSTRUCTION 

1. For the construction of this ap- 
pliance (the one to be described here 
in detail is for a type 3 cleft), a study 
model of the mouth must be made 


first, care being taken to duplicate - 


all the structures possible, including 
the posterior wall (pharynx). 

2. The impression should extend 
upward sufficiently on the posterior 
wall to take in a protuberance always 
in evidence, the tubercle of the atlas. 

3. A tray is fitted to the palatal 
arch and a modeling compound core 
impression of the cleft is taken. 

4. This core impression is carried 
to and from the mouth, added to and 
trimmed off (so as not to lock it in 
the cleft) until there results a well- 
defined impression of the existing 
structures. The impression should ex- 
tend back far enough to include the 
pharynx. 

5. After this core impression has 
been chilled and replaced in the 
mouth, a large tray previously fitted 
to the dental arch and containing 
soft modeling compound is carried to 
the mouth, thus completing the im- 
pression (Fig. 22, A and B). 


6. When the complete impression 


THE DENTAL DIGEST 


has been removed, the core is placed 
in proper position and a model is run. 
Since the soft structures were pushed 
upward under compression, the model 
must now be corrected to duplicate 
these structures in repose. 

7. A base plate carrying a tail-piece 
which covers the divided velum is 
made to fit the model. This base plate 
is carried to the mouth so that the 
tail-piece may be adjusted to the nor- 
mal arc of the soft palate in repose. 

8. The base plate is then returned 
to the model (Fig. 23) which is cor- 
rected to the position indicated by the 
base plate. The uvulae are carved so 
that we have as accurate a reproduc- 
tion of the structures as_ possible 
(Fig. 24, corrected model). 

9. For the working model, an elas- 
tic impression material may be used, 
but with extreme caution, for it is at 
times a serious matter to force plastic 
material up into the naso-pharynx 
when taking this impression. We are 
concerned with the detail of the exist- 
ing hard palate structure as well as 
accurate relationship and form of the 
teeth; not with the structures above 
the palate process; therefore it is not 
necessary to force material into the 
nasal cavity. 

10. This model, made of invest- 
ment material—or of stone, if a mas- 
ter mold technique is used—is cor- 
rected in the same manner as the base 
plate, as previously described for the 
study model; the base plate is again 
placed on the model and investment 
or stone is poured in behind it on the 
model. 

11. This model serves for a casting 
of the palatal plate with a tail-piece 
lying over the divided velum in re- 
pose. This model may be scraped 
slightly so that the tail-piece, which 
is of a width sufficient to cover the 
divided velum completely, will be un- 
der a slight pressure. The approxi- 
mate normal junction line of the uvula 
and soft palate determines the length 
of the tail-piece (Fig. 25, corrected 
master model for palatal plate, clasps, 
and tail-piece). 

12. The palatal plate with the tail- 
piece and retentive clasps is cast as 
thin and light as possible, consistent 
with the size of the appliance. 

13. Finally, a wire soldered to the 
end of the tail-piece, roughly shaped 
to fit in the constricted pharyngo- 
palatine arch (Fig. 26, casting with 
wire soldered to tail-piece), built up 
with a triangular mass of carding wax, 
softened and carried to the mouth. 
The patient must now bend the head 
forward on the chest and when the 
appliance is removed, the indentation 
of a protuberance will be visible on 
the posterior part of the wax. This 


is the superior posterior border of the 
bulb. 
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Fig. 21—All metal appliance consisting 
of a — plate corresponding to the 
normal hard palate, a tail-piece corresponc- 
ing to the normal soft palate in repose, and 
a bulb at the end of the tail-piece by meaii; 
of which palatal function is simulated. 


Fig. 22—A and B, showing compleiec 
impression for study model of mouth. 


Fig. 23—Base plate returned to model. 
Fig. 24—Corrected model. 


Fig. 25—Corrected master model for 
palatal plate, clasps, and tail-piece. 


Fig. 26—Casting with wire soldered to 
tail-piece. 


Fig. 27—Bulb muscle-trimmed and more 
carding wax applied to disto-lateral corners. 


Fig. 28—Plate and bulb removed from 
mold. 


Fig. 29—Wax bulb series. from carding 
wax bulb to cast bulb. 


Fig. 30, A, B, and C—Buccal-lingual 
—_ and design for types 1, 2, and 3 
clefts. 


Fig. 31, A—Large type 3 cleft necessi- 
tating strut-bar clasp. 


Fig. 31, B—Strut-bar clasp. 


Fig. 32, A—Postoperative type 2 cleft 
requiring only a light skeleton palatal plate 
retained with bar clasps. 


Fig. 32, B—Bar clasps. 


Fig. 33, A—Postoperative type 4 cleft 
with excellent soft palate result. 


Fig. 33, B—Strut-bar retention. 


Fig. 34—Types 3 and 4 require staggered 
wings extending into the cleft for retention. 


Fig. 35—Type 3 cleft with malocclusion. 


Fig. 36—Common position of the lateral 
and cuspid in a type 3 case with no surgical 
intervention. 


Fig. 37—Type 2 postoperative case. 
Note position of central incisors in bicuspi 
and cuspid area. Patient has marked infra- 
occlusion. 
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14. After the wax has been again 
softened and carried to the mouth, 
the patient is instructed to swallow 
several times so that the bulb will be 
muscle-trimmed laterally by the pos- 
terior pillars. 

15. More soft carding wax is ap- 
plied to the disto-lateral-corners of 
this bulb, softened, again carried to the 
mouth, and the patient instructed to 
turn the head from side to side while 
swallowing. These movements are 
repeated until perfect adaptation on 
constriction is obtained (Fig. 27). 

16. The plate is then removed 
from the mouth and a two-piece mold 
is made, preserving the relation of 
the tail-piece and wax bulb. 

17. The plate and bulb are re- 
moved from the mold (Fig. 28) and 
the bulb impression of both halves of 
this mold are lined with casting wax, 
from 20 to 30 gauge. 

18. The halves of the mold are 
placed together and by applying pres- 
sure and then separating, the two por- 
tions will adhere. When this wax has 
been removed and the edge sealed, 
there is an accurate reproduction of 
the bulb in a hollow wax form. This 
hollow wax form will have a slight 
opening where the bulb is attached to 
the palatal plate. 

19. With a soft U-shaped wire, 
painting investment is worked into 
this hollow bulb until it is filled; the 
wire is left in the investment for 
support. 

20. The bulb is now sprued, in- 
vested, and cast (Fig. 29, wax bulb 
series, from the carding wax bulb to 
the cast bulb). 

21. After the hollow casting has 
been boiled out and the core and wire 
removed, the bulb is carried back to 
its proper relation in the mold, to- 
gether with the palatal plate. At this 


time, the wire previously soldered to 
the tail-piece of the palatal plate to 
hold the carding wax for the impres- 
sion technique is also removed. 

22. The bulb is now soldered to 
the tail-piece in its proper relation- 
ship, care being taken to seal the 
bulb perfectly. This bulb may be 
assembled by casting the halves and 
soldering, but the single casting is 
more accurate. 

The appliance may be retained with 
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buccal-lingual clasps, bar-type clasps 
or strut-bar clasps. Figs. 30, A, 30, B, 
and 30, C illustrate buccal-lingual 
clasps and design for types 1, 2, and 
3 cleft. Fig. 31, A, illustrates an ex- 
tremely large type 3 cleft, necessitat- 
ing the strut-bar clasp shown in Fig. 
31, B. Fig. 32, A, illustrates a post- 
operative type 2 cleft requiring only 
a light skeleton palatal plate, retained 
with bar clasps, Fig. 32, B. Fig. 33, A, 


_illustrates a postoperative type 4 cleft 


with an excellent soft palate result. 
Maxillary mandibular relationship 
in this case necessitated opening the 
bite 8 mm. and constructing an over- 
lay on the remaining maxillary teeth. 
By building the case as illustrated in 
Fig. 33, B, strut-bar retention, it was 
possible to leave considerable tooth 
exposure, thus preventing, to a great 
extent, the usual tooth decalcification 
which follows tooth coverage. Note 
that in this case no tail-piece or bulb 
has been constructed because of the 
excellent surgical result on the soft 
palate. Tail-piece and bulb may be 
added at any time, if necessary. (‘The 
patient is now under observation and 
training). The edentulous, types 1 
and 2, also similar postoperative 
types, may often be retained by using 
a good denture impression technique. 
Types 3 and 4 require staggered 
wings extending into the cleft for re- 
tention (Fig. 34). In general, ac- 
quired cases require individual study 
for correction. 

The basic principle of this appli- 
ance differs from that of the hereto- 
fore accepted appliances; with them, 
an attempt was made to produce tone 
as a normal person does with a nor- 
mal palate. This simulation of normal 
palate action, difficult, if not impos- 
sible, of attainment, can be disre- 
garded and normal speech produced 
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by voluntary constriction of the 
pharyngo-palatine arch on the bulb 
of the Fitz-Gibbon appliance. ‘'‘he 
action in producing the palatal con- 
sonants is horizontal instead of verti- 
cal and involves the gripping of the 
bulb as:in the act of swallowing. 

We would not neglect the p!ace 
of the surgeon in the correction of 
cleft palate. The closure of the palate 
is greatly to be desired because the 
postoperative case will require a 
smaller and much lighter appliance. 
Lip and nose deformities should also 
be remedied. Although it is possible 
that the discovery of new techniques 
will render surgical operations more 
effective, it does not usually follow, 
with the techniques now in use, that 
a perfect union of the parts restores 
or creates normal speech. 

In practically all of the postopera- 
tive types of congenital palate de- 
formities, we must also turn to the 
orthodontist. From both an esthetic 
and phonetic point of view, maloc- 
clusion is a more serious handicap 
for these patients than for the person 
with a normal palate. Three types of 
malocclusion are shown. Fig. 35 is a 
type 3 case. There has been no palatal 
surgery attempted but a lip repair has 
been done. Incisors are in torsi-version 
and the bicuspids are in lingual ver- 
sion. Fig. 36 shows the common posi- 
tion of the lateral and cuspid in a type 
3 case with no surgical intervention. 
Fig. 37 illustrates a type 2 postopera- 
tive case. Note position of central in- 
cisors in bicuspid and cuspid area. 
Patient has marked infra-occlusion. 

It is the prosthodontist, however, 
with a thorough knowledge of the 
existing conditions and a corrective 
technique for restoring perfect speech, 
who must answer for the ultimate 
success or failure of the patient to oc- 


Fig. 38 — Small 
wire appliances for 
facilitating new 
tongue habits. 
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cupy a normal place in the world. Not 
only must he strive for a psychologic 
understanding of the human being 
with whom he is dealing, he must be 
a speech correctionist as well. 


SPEECH TRAINING 

Assurance of the fact that normal 
tone can be and has been attained by 
means of the appliance which the 
patient uses will do much to arouse 
his self-confidence. He must acquire 
new speech habits to take the place 
of those already formed; he must 
learn particularly to overcome the 
effort of the tongue to block the ori- 
fice. In order to facilitate the form- 
ing of new tongue habits, small wire 
appliances have been designed and 
used with success (Fig. 38). The 
appliance varies, of course, with the 
individual habit. They are supple- 
mentary, retained by cribs, and worn 
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MICROSCOPIC TECHNIQUE FOR GENERAL 


Equipment—(1) Microscope with 
an oil immersion lens of 1.8 mm.; (2) 
platinum wire loop or a discarded 
monel-metal needle mounted in a 
broach holder; (3) glass slides and 
cover glasses; (4) stains, such as 
methylene blue,  carbolfuchsin, 
Giemsa’s, and Ehrlich-Biondi triple 
stain; (5) bottle of distilled water ; 
(6) bottle of cedar oil to be used 
with the oil immersion lens. 

Preparation of Slides and Cover 
Glasses—Slides should be cleaned 
with soap and water, then dried and 
heated in the flame of an alcohol 
lamp, and preserved in alcohol until 
used. 

Preparation of  Specimens—1. 
Smear from Gingival Tissues: (a) 
Smear is collected with the sterilized 
platinum loop. (b) Material is emul- 
sified in a drop of sterile water. (c) 
Make a long thin smear. (d) Dry 
in air and fix in an alcohol flame. 

2. Smear from Sputum: (a) 
Sputum should contain one or two 
solid masses. (b) Rub sputum be- 
tween two slides until the material is 
broken. (c) By drawing one slide 
across the other a thin smear is made. 
(d) Dry in air and fix. 

3. smear from Throat: Use a 
Sterile cotton swab on a wooden ap- 
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Fig. 39—Nostril dilator. 


only during speech practice. Because 
of the natural tendency of the patient 
with a cleft palate to raise the dorsum 
of the tongue in an effort to block 
the orifice and thus to place the tip 
of the tongue at an abnormally low 
point in back of the lower teeth and 
gums, the first appliance among those 
illustrated has perhaps been most 
useful. It functions as an inclined 
plane and keeps the tip of the tongue 
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plicator. Apply film of the exudate 
to a slide and proceed as in the case 
of sputum. 

Mounting of Stained Preparation 
—Mounting of preparations is done 
in order to preserve color and so that 
comparative studies can be made of 
the same patient, or other patients 
with similar cases. 

Use liquid paraffin to mount slide 
and ring a cover glass with oxyphos- 
phate of zinc, cementing it to the 
slide. 


METHOD OF STAINING FoR Most 
SMEARS FROM THE ORAL CAVITY 


1. After fixation of the specimen, 
the slide is flooded with Loffler’s 
methylene blue for three minutes. 

2. Excess stain is washed off under 
cold tap water for two minutes. 

3. All surplus water is removed 
between folds of blotting paper. 

4. Dry in air. 

5. Slide is mounted and examined 
under an oil immersion lens, liquid 
petrolatum being used. 


METHOD OF STAINING FOR 
TUBERCLE BACILLUS 
(ZIEHL-NEELSEN ) 


1. Prepare and fix a film of sputum 
as previously described. 
2. Drop carbolfuchsin solution, and 
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in a more normal position. Palato- 
grams are also helpful in visualizing 
tongue positions and placements. Fig. 
39 illustrates a nostril dilator which 
is made of two small wire rings with 
a U-shaped connection. This, if worn 
during speech practice, will aid great- 
ly in relieving one of the most com- 
mon habits of the cleft palate patient 
—the constriction of the naries. For 
a resonant tone, a certain amount 
of air must pass through the naso- 
pharynx. A vocabulary of synonyms 
for words that the patient finds diffi- 
cult is an aid in acquiring good 
speech. 

It is evident that time and patience 
are the greatest factors in the correc- 
tion of cleft palate speech. Experience 
has proved to us, however, that the 
result obtained will be commensurate 
with the effort expended. 


DENTAL PRACTICE 


flame gently until stain steams off 
the slide. 

3. Wash under a tap and place 
for ten seconds in a 25 per cent solu- 
tion of hydrochloric acid. 

4+. Wash well in methylated alco- 
hol until the red color no longer 
comes away. 

5. Rinse in water and stain with 
methylene blue for thirty seconds. 

6. Wash under tap and then dry. 

7. Under examination the tubercle 
bacilli stain red; all other organisms 
color blue. 


OF STAINING TREPONEMA 
PALLIDUM (GIEMSA) 


1. Make up Giemsa’s stain by add- 
ing 0.035 Gm. of eosin azur in 5 cc. 
of a mixture of equal parts of glycerin 
and pure methanol. 

2. Dilute this mixture with dis- 
tilled water in the proportion of | 
to 4. 

3. The film, after having been 
fixed in absolute alcohol, should be 
stained, the film slide being placed 
down in a flat bottomed dish for fif- 
teen minutes. The slide rests on thin 
glass rods. 

4. Wash under tap and dry. 

5. Under examination Trepone- 
mata pallida stain reddish purple; 
the nuclear bodies stain dark red. 
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FIXED BRIDGE TECHNIQUE 


HE one-piece cast fixed bridge 

technique to be described here 

requires one impression and the 
completed case is expanded sufficiently 
to snap into position in the majority 
of cases. The types of abutments and 
pontics accepted at present are em- 
ployed. 

ADVANTAGES OF ONE-PIECE 
CASTING 

1. Employs three-quarter, inlay, 
or full crowns. 

2. Eliminates shrinkage, as in con- 
traction of solder. 

3. Eliminates danger of moved 
abutments found in assembled bridges 
owing to fracture upon removal of 
plaster impressions. 

4. One-piece casting takes mini- 
mum chair time. 

5. Dark lines on pontics due to 
backings at incisal or occlusal edge 
are eliminated. 

6. Maximum esthetic appearance, 
marginal adaptation of abutments, 
sanitation, and gingival preservation 
are obtained. 

7. Minimum tooth preparation is 
required. 

8. The necessity of tapering from 
gingival to occlusal is diminished, be- 
cause of the use of an elastic impres- 
sion material. There is an advantage 
in cases in which the tooth has a de- 
cided flare especially in anterior teeth 
where the visibility of gold is objec- 
tionable. Although a preparation is 
made to exclude the labial surface, 
impression taking is difficult whether 
direct or indirect methods are em- 
ployed. In posterior teeth the danger 
of pulp involvement is diminished by 
employing a slice preparation (Fig. 


a 

The hard and flexible casting golds 
available at present have sufficient 
spring to snap into place without the 
necessity of absolute tapering of the 
abutment teeth. This eliminates the 
danger of irritation to pulp tissues. 

IMPRESSION AND MODEL 

The periphery of a bridge tray, into 
which several holes have been drilled 
with a number 8 bur, is covered with 
modeling compound to a depth of 
about 5 mm. and width of about 3 
mm., forming an undercut to retain 
the elastic impression material (Fig. 
2). This type of tray is an aid in 
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ONE-PIECE CASTING 


C. P. JANICKI, D.D.S. 
Chicago 


Fig. 1 


Fig. 3 


cooling, the water coming in direct 
contact with the elastic impression 
material. | 

The elastic impression material is 
prepared, applied to the tray, placed 
in the mouth, chilled for about three 
minutes with cold water, and re- 
moved. The model is washed with 
cold water and poured at once in 
Cristobalite model investment ma- 
terial mixed to produce greatest ex- 
pansion. It is essential to obtain the 


greatest amount of expansion possible ; 
hence, an investment material of 
known expanding percentages is rec- 
ommended. 

After free water is evaporated fol- 
lowing separation, inlay wax 1s 
burned into abutments with a blow 
pipe (Fig. 3) in order to (1) stop 
the drying of the model; (2) pre- 
serve the fine outlines of preparations 
upon abutments; (3) prevent the wax 
from pulling away from the model 
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during the entire period of construc- 
ting the bridge, and (4) obtain maxi- 


mum approximation of gold to the 
mode 


, in casting. 
| The * model is now mounted on the 
artic: ‘ator. 


Wax Bite IMPRESSION 
A wax bite impression is taken, 
chilled, and trimmed on the model 
side to the occlusal surface. Tin foil 
is burnished on the occlusal surface. 
The model is tried in the mouth, and 
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the patient is told to bite again (Fig. 

The purpose of the tin foil is to 
preserve the fine margins on the model 
and to prevent plaster from going 
through in cases in which the occlu- 
sion shears wax during articulation. 
Do not wax bite to model around 
abutment teeth. 


Wa) AND GRINDING 

Contact points are established, and 
approximating teeth are relieved for 
desired contact (Fig. 5, C). 

The abutment is waxed and carved. 
On margins, in carving a hot carver 
should be used to prevent any cutting 
of the model. 

With a soft lead pencil, marks are 
made on the model upon which pon- 
tics are to be placed. An imprint will 
be obtained on the pontic, facilitating 
grinding and the obtaining of perfect 
adaptation (Fig. 5, A, B). 

To prevent breakage of the slot 
in the pontic, it is advisable to bevel 
the extreme lingual margin of the 
slot (Fig. 6, A). 

BACKING 

Owing to expansion of castings and 
the termination of the slot into a 
circle, a cast backing has proved to be 
impracticable. A technique for mak- 
ing a backing follows: 

1. Round, 19 gauge, high-fusing 
clasp wire is used. Around this is 
wrapped .001 gauge platinum foil of 
sufficient width to cover the surface 
above the slot (Fig. 7, A). 

2. The wrapped wire is inserted 
into the slot, and the platinum bur- 
nished (Fig. 7, B). 

3. Remove and solder (Fig. 7, 
C). This step is accomplished in three 
soldering operations: (a) Tack wire 
to foil; (b) fill slot; (c) cover back- 
ing by sweating a layer of solder. A 
spur or loop of gold is soldered upon 
this backing (Fig. 7, D). This is done 
to retain backing in wax and casting. 

4. The pontic is lubricated with 
cocoa butter, and the backing is ap- 
plied. The pontic is contoured in inlay 
wax to a thickness of 2 mm. 

A trial removal of backing at this 
time is advised (Fig. 7, E). 

ASSEMBLING 


The entire case is assembled and 
waxed. To obtain occlusion and pre- 
vent fracturing in assemblage the sur- 
face of the bite model is covered and 
burnished over with tin foil (Fig. 8, 
A). The articulator is closed. Wax is 
flowed in the space between the occlu- 
sal surface of the bridge and tin foil 
(Fig. 8, B). Allow to cool; open ar- 
ticulator, remove tin foil, and carve 
(Fig. 8, C). 

SPRUING 

One sprue for every two teeth is 
recommended. 

To prevent porousness and to ob- 
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tain density of margins, a comp): e 
circle sprue or vent is used as follov. : 
On the buccal or labial surface aw x 
sprue is attached about 17 gai e 
round to all abutments at the dis: 
and mesial, labial or buccal margii:s, 
and connected together about 3 or 4 
mm. below the gingival margins 
(Fig. 9). 
INVESTING 

The case is inserted into the sprie 
former and waxed with sticky wax *o 
prevent movement. Next the sprue 
former is waxed to the cement slab. 
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Fig. 10 


Soak in water of room temperature. Sufficient setting time permits these perature of 700°F. upward before in- 
The investment is mixed, the same steps to be completed with one mix serting the flask. Casting should be 


material and proportions being used of investment material (Fig. 10). done in a hard gold suitable for cast 
as in the model. The entire case is 


painted. The flask is waxed with CASTING aapetteaameaed . 
sticky wax to the cement slab, filled To obtain a smooth casting the The pontics are finished, polished, 
and vibrated with the same mix. oven should be heated first to a tem- and glazed. 

1608 Milwaukee Avenue. 


LETTERS TO THE EDITOR 


ADOLESCENT GINGIVITIS tartrate or in the absence of these prepara- ingest in large amounts foods more highly 

A youth, aged 16, well developed and healthy tions the arsenicals will prove efficacious _ resistant to mastication, particularly raw, 

except for the condition of his gums, presented him- but must be used with considerable hard fruits and vegetables.—P. H. Be.p- 

care owing to their toxicity. Three or four D.D.S. and L. J. Betpinc, M.D., 
responded to ustal treatments There are no de. days of this treatment should suffice. The Waucoma, Iowa. 


Posits on his teeth, no crowns or overhanging mouth should then be subjected to a thor- 


margins, nor is there traumatic occlusion. The gums i i 
ough surgical treatment in an effort to 


consulted the patient’s family physician who pre- ¢liminate all anaerobic nidi; it is advis- “T am a subscriber to THE DENTAL 
scribed for him without success. The patient's able during this procedure constantly to DicesT and am taking this opportunity to 


dip the instruments in a spirocheticide. tell you that I think your magazine is 
eat a great deal of rice. . It has been our experience that if a sat- the best and most profusely illustrated 


—B. F. W., D.D.S., Louisiana isfactory result is to be obtained it is dental journal I have ever read. I cer- 
The case you so ably described is ap- imperative that the patient be instructed tainly enjoy every number and don’t miss 
parently one of the typical forms of the in the correct mechanics of toothbrushing. a single copy.’—A. WERKMEISTER, D.D.S., 
Zingivitides found in adolescent patients. To accomplish this, it may be necessary Chile, S. A. 
One cannot expect immediate response to that you personally supervise the patient’s 


treatment in this case. toothbrushing technique from one to a 

It is my opinion that the only bacteria dozen times until he becomes actually pro- “Want to compliment you on your mag- 
to be taken into consideration from the ficient. azine. The articles on Relation of Diet 
standpoint of treatment are the fuso- In the early phases of the treatment we to Dental Caries by Doctor Price, alone 
spirochetal complex. have found that the use of a glycerinated are worth more than the price of your 


As a preliminary step the specifics may solution of sodium or potassium bismuth subscription. I consider THe DIGcEst a 
be used, topically applied. The specific tartrate used as a liquid dentifrice is darn good post graduate course and the 
of choice is a 10 per cent glycerinated far superior to any toothpaste or powder. best of its kind.”—N. C. Hatt, D.D.S., 
solution of sodium or potassium bismuth Your patient should be encouraged to Haines, Oregon. 
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ORGANIZATION AND OPERATION OF THE INDUSTRIAL 
DIAGNOSTIC SERVICE OF THE CHICAGO DENTAL SOCIETY 


STANLEY D. TYLMAN, A.B., D.D.S., M.S., Chairman* 


MEMORANDUM TO EMPLOYEES 


A general announcement to all em- 
ployees regarding the program should 
precede the actual launching of it. It 
has the effect of “breaking the ice” 
and places the employees in a recep- 
tive mood. Each employee may be 
given a copy or it may be placed on 
the employees’ bulletin board. The 
former procedure is recommended as 
more effective. The following is sug- 
gested copy for such a memorandum: 

MEMORANDUM TO ALL 
EMPLOYEES: 

Your Company, in conjunction with the 
. . . Dental Society, is providing a com- 
plete dental examination, including x-ray 
for each of its employees. None of the 
expense will be borne by you. 

At , please report to 

hour date 


to hear a short 


room or hall 
dental health talk by Dr. , rep- 
resenting the Society. Immediately fol- 
lowing Dr. ’s talk the 
taking of the dental x-ray pictures will 
begin. As soon thereafter as practicable 
each employee will be given an examina- 
tion by a dentist. 
Your Company feels that this is neces- 
sary health service and expects your co- 
operation. 


Company 


By 
Title 


FEES 


The Industrial Diagnostic Servicé 
Committee of the Chicago Dental So- 
ciety has taken the position that the 
matter of fees for dental service sub- 
sequently rendered examined em- 
ployees by their own dentists is not 
within its province. In other words, 
any discussion of fees between the 
examiner and any employee is express- 
ly forbidden. This is held to be solely 
the prerogative of the employee's per- 
sonal dentist. 


MEMBERSHIP INCENTIVE 


As has been previously stated, the 
cooperation of the Society should be 
extended to all ethical dentists, 
whether they are members of the so- 


*The Committee of the Industrial Diagnostic 
Service of the Chicago Dental Society wishes to 
express its appreciation to all those who by their 
time and thought have made this program possible. 
Particularly do we wish to thank Mr. John J. 
Hollister, Executive Secretary of the Chicago 
Dental Society, for his many sound suggestions 
and unceasing efforts in effecting a successful cul- 
mination of a worthy project. 
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Chicago 


(Conclusion) 


ciety or not. In the course of examina- 
tions at any plant many employees 
will give as the names of their dentists 
men who are entirely ethical but are 
not society members. Why such men 
are not members it is not necessary to 
relate here. It is reasonable to sup- 
pose that all such men should be, after 
having had one or more of their pa- 
tients sent to them as a result of this 
service, excellent prospects for society 
membership. 

The following procedure is rec- 
ommended in the compilation of a 
list of such prospects: It will be re- 
called that the original copy of the 
examination chart is the property of 
the Committee for use as it sees fit. 
At the end of any specified period all 
such original charts are turned over 
to the Secretary of the society to have 
the names of the dentists checked 
against the membership roster of the 
society. By this process a list of non- 
members can be prepared and should 
be turned over to the membership 
committee of the society for action. 

It will be readily agreed that the 
operation of this service should re- 
sult in a substantial increase in society 


membership. The argument in favor 


of membership as a result of securing 
one or more patients under this serv- 
ice is both convincing and compelling. 


PROBLEM OF THE UNETHICAL 
DENTIST 


Approximately 2 per cent of the 
employees examined will, when asked 
for the name of the dentist to whom 
to send the roentgenogram and rec- 
ord, give the name of an unethical 
dentist or dental parlor. The question 
immediately arises, what to do? Ob- 
viously, the society cannot enter into 
a cooperative effort with an unethical 
practitioner. The following plan is 
suggested : 

Go to the original person in the 
plant through whom the service was 
inaugurated and lay the problem be- 
fore him before the service is begun 
and ask him for authority to refer all 
such employees to him. Then when 
the examiner comes upon such a per- 
son he performs the usual examina- 
tion but at the end, instead of asking 
for authority to send the roentgeno- 
gram and record to the dentist, he 


tells the patient that he is turning 
over the file to Mr. crcccssscssssen , the per- 
sonnel manager or whoever this orig- 
inal person in the plant may be, and 
suggests to the employee that he 
see him concerning the disposition of 
the roentgenogram and record. This 
man will understand the position of 
the society in the matter and can be 
expected to handle it to the satisfac- 
tion of all parties. 

Under no circumstances should the 
examiner or any other agent of the 
society advise any employee not to 
patronize any particular dentist or 
group of dentists. 


“T Have No 


Occasionally the examiner upon 
asking the identity of an employee's 
dentist, will be told: “I have no den- 
tist.”” The temptation when the em- 
ployee answers thus is to attempt to 
direct him toward a member of the 
local dental society; in other words, 
to recommend a dentist to him. This 
temptation must be resisted at all 
costs. Under no circumstances is the 
examiner or the assistant to recom- 
mend a dentist or to accept such an 
employee for his own practice. Neith- 
er the examiner nor the assistant can 
be sure of the real reason why the 
employee answered as he did. There 
are several possibilities: he may never 
have availed himself of dental serv- 
ice; he may regard the examination 
and reference as an opportunity to 
change dentists if dissatisfied, or he 
may be attempting to circumvent 
compliance with the program. In 
either of the latter two instances the 
possibilities for difficulty in the event 
of a recommendation are apparent. 

The following procedure has 
proved to be eminently satisfactory 
and is recommended for the handling 
of this situation. The examiner 
should direct the assistant to place 
the roentgenogram and record ready 
for mailing in a “‘pending file”’ in pos- 
session of one of the company offi- 
cials. The employee is then advised 
to inquire among his family and 
friends for the name of a dentist 
known to be satisfactory. Upon se- 
curing a recommendation from this 
source, he is to give the name to the 
company official who will then com- 
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plete the record, see that the envelope 
is addressed and mailed. 

By following this procedure the so- 
ciety and its agents definitely prevent 
any of the untold number of compli- 
cations that might arise should the 
society have any part directly or in- 
directly in selecting a dentist for any 
employee. 


FoLLow-Up PROGRAM 


Equally as important as the orig- 
inal examination is the follow-up. 
Several programs are available and 
some are listed herewith. It may even 
be possible to use to advantage more 
than one follow-up plan, by reason 
of a different avenue of approach. Lo- 
cal conditions and the willingness or 
ability of the plant officials to cooper- 
ate will be the important factors. 

1. Clinical reexamination of all 
employees at the end of six months. 
This is obviously the most efficient 
method of checking results. Using 
the duplicate of the original examina- 
tion chart the examiner is enabled to 
determine exactly what services were 
rendered any given employee and esti- 
mate their cash value. The reex- 
amination of all employees in a par- 
ticular plant will enable the local 
committee to determine with a fair 
degree of accuracy the actual amount 
of money spent for dental service as 
a result of this program. It also pro- 
vides the opportunity to find out if 
members or their families have sought 
dental service since the program was 
instituted. The drawback, particular- 
ly in communities where the examin- 
ers are being paid for their services, 
is the time and expense involved. 
There is also the question of whether 
the interests of the local profession 
would be better served if such ex- 
aminers, instead of reexamining em- 
ployees, were to be engaged in ex- 
amining employees of another plant. 

2. This plan involves the active 
and complete cooperation of the em- 
ployer. The plant is divided into sec- 
tions or divisions with one of the em- 
ployees, usually a foreman or super- 
visor, being given the dental record 
of all the employees under his charge. 
Every ten days following the examin- 
ation he checks with each employee 
to determine the progress he is mak- 
ing and makes a notation on the re- 
verse side of the record. This check 
is repeated at the end of each ten day 
period until all employees are in good 
dental condition. 

_ 3. Elsewhere in this article a letter 
‘Is suggested to be sent to the em- 
ployee’s own dentist. Note that a 
postscript has been added requesting 
the dentist to “receipt” for the em- 
ployee when he has kept his first ap- 
Pointment. This is a U. S. Govern- 
men* post card, self-addressed to the 
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Committee and on the reverse side 
this copy is carried: 


(sentlemen: 
|) kept his first ap- 
pointment with me on 193 
D.D.S. 


Address 

Of course, this does not give de- 
tailed information as to the volume 
of dental work done, but it does act 
as a certificate to the effect that the 
employee has actually reported to 
his own dentist. This is a valuable 
procedure in order to provide a 
check list of dentists to whom the 
Committee can go for actual reports 
on the work done for certain patients 
and the amount of money involved. 
This type of follow-up would be 
100 per cent efficient if all the dentists 
who received patients sent the cards 
to the Committee. Experience has 
proved, however, that the full coop- 
eration of the profession, insofar as 


the mailing of the cards is concerned, | 


cannot be expected. 

+. This plan involves the direct co- 
operation of the examined employees 
themselves. A form, as suggested else- 
where in this article, is circulated 
among the employees, with the re- 
quest from the employer that it be 
filled out accurately and returned to 
some designated person in the plant. 
Since the signature of the employee 
is not required, a truthful report can 
be expected. This is a relatively effi- 
cient and inexpensive method of de- 
termining the results of the opera- 
tion of this service in any plant. 


LEGALITY OF THE PLAN 


Able counsel has passed upon the 
legality of the Industrial Diagnostic 
Service insofar as the Dental Prac- 
tice Act of the State of Illinois is 
concerned. It is believed that it does 
not contravene the dental laws of any 
of the states. Just to be certain, how- 
ever, societies in other states con- 
templating the adoption of this pro- 
gram are urged to have its legality 
examined by competent counsel be- 
fore inaugurating this plan of service. 


EQUIPMENT AND SUPPLIES 
REQUIRED 
CAPITAL INVESTMENT 


The following is a list of the equip- 
ment and supplies required to place 
this service in effect: 

Equipment—(1) X-ray machine 
(borrow or rent); (2) twenty-five 
explorers; (3) twenty-five mirrors; 
(4) one large mirror for demonstrat- 
ing purposes; (5) two portable den- 
tal chairs (borrow or rent) ; (6) rub- 
ber gloves; (7) one pulp tester; (8) 
one shadow box; (9) one electric 
sterilizer or two white enamel steril- 
izing trays with covers; one gallon 
sterilizing solution; (10) one lead 
screen. 
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Supplies—€1) Pencils; (2) car- 
bon paper; (3) examination charts; 
(+) society stationery; (5) govern- 
ment post cards; (6) mounts; (7) 
envelopes (mailing) ; (8) x-ray films; 
(9) small envelopes for x-ray nega- 
tives; (10) stamps; (11) fountain 
pen; (12) printed educational mate- 
rial; (13) paper clips (14) local di- 
rectory of dentists; (15) local tele- 
phone directory; (16) local dental 
society roster of members; (17) 
manila envelopes to contain complete 
record of each employee. 

Capital Investment—The _neces- 
sary equipment can be purchased for 
a sum not in excess of $150.00 This, 
of course, does not include either the 
dental chairs or the x-ray machine. 
Both of these items can be either rent- 
ed or borrowed. In order to prevent 
the burning out of the x-ray tube a 
fan attachment must be _ installed. 
This is a vital point which cannot 
be overlooked. 

The cost of supplies will, of course, 
depend on the quantity purchases; i.e., 
the number of persons to be examined 
within a given period. Roughly speak- 
ing, the cost of supplies will approxi- 
mate +5 per cent of the total cost of 
the service. This presumes that the 
examiners will be compensated for 
their time. 


Cost OF THE SERVICE 


Assuming an active interest in es- 
tablishing this service in a community, 
the important consideration is the 
cost involved. In presenting the fol- 
lowing figures it is not intended that 
they will necessarily be either maxi- 
mum or minimum. Cost variations in 
different localities may affect these 
figures up or down. Rather it is in- 
tended merely to give the reader a 
general idea of the cost per patient 
examined of the various items and 
services that are fundamental to its 
operation: 


1. Postage $ .05 
2. Assistant’s salary 05 
3. Technician’s salary .05 
4, Examiners’ salaries 17 
5. Developing and mounting ........ .10 
6. Examination charts .02 
7. X-ray films 24 
8. Mounts .03 
9. Envelopes 01 
10. Stationery 
11. Expressing and Miscellaneous .. .02 

$ .75 


As will be noted there are eleven 
items entering into the general cost. 
For purposes of clarity each will be 
discussed in detail. 

Postage—Under the postal laws in 
effect as of May 1, 1934, the cost of 
mailing within the corporate limits 
of any city was $.04 per unit. Units 
mailed from one city to another re- 
quired $.06 in postage. Future modi- 
fications of the postal revenue laws 
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would necessarily affect the figures 
given. 

Assistants’ Salaries—The cost fig- 
ure of $.05 per employee examined 
is predicted upon a monthly salary to 
the assistant and technician of $75.00 
each. In order to keep this item down 
to $.05 it is necessary to examine not 
less than sixty persons per working 
day. Coincidentally, the same time is 
required to make the roentgenogram 
as is required to complete the clinical 
examination; hence the identical cost 
per employee. 

Examiners’ Salaries—It is conced- 
ed to be desirable to compensate the 
examiners, in part at least, for their 
work. In many communities it may 
not be possible to do this, which 
means free service on the part of the 
dentists. When it is possible to offer 
something to examiners a fee of not 
less than $10.00 per day is suggest- 
ed. Even on this basis it is apparent 
that the examiner is making a defi- 
nite personal contribution to the wel- 
fare of the community and the pro- 
fession. 

A productivity figure of sixty em- 
ployees per day gives the individual 
cost of $.17. 

Developing and Mounting of 
X-Ray Films—For purposes of sim- 
plicity, efficiency, and economy, every 
effort should be made to effect a sat- 
isfactory arrangement with a private 
x-ray laboratory for providing this 
service. The society should not es- 
tablish its own laboratory facilities if 
at all possible. Not only does the es- 
tablishment of a private laboratory 
involve considerable capital invest- 
ment but the space requirement also 
presents a difficult problem. 

Examination Charts—Examina- 
tion charts are printed in triplicate 
for the purposes outlined under 
Method of Procedure. Because of the 
strong demand for them from dental 
societies in all parts of the United 
States, the printer employed by the 
Chicago Dental Society has printed 
a large quantity of charts for gen- 
eral use, thus enabling local societies! 
anywhere to buy them from this 
Society at a substantial saving. The 
following price list is in effect: 


500 triplicate $15.00 
Additional thousands over 3000......... 11.50 


As can readily be seen the cost per 
chart of $.02 is based on a purchase 
of 2000 triplicate sets. On large ord- 
ers the per unit cost progressively 
decreases. 

X-Ray Films—The figure of $.24 
per set of films is based first on a 
gross cost of $2.40, and second, a 

1 Interested societies will please address all 
inquiries and orders direct to the Chicago Dental 


Soriety, Industrial Diagnostic Service Committee. 
185 North Wabash Avenue, Chicago. 
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standard of fourteen films to the set. 
Naturally, the per set cost will vary 
with any variation in either the num- 
ber to the set or the per gross cost. 
If a single rather than a double film 
is used there will be a further saving. 
A standard of 6-second exposure time 
of the film is recommended in the ab- 
sence of definite contraindications. 

A-Ray Mounts and Mailing En- 
velopes—The Chicago Industrial 
Diagnostic Service Committee rec- 
ommends no particular type of 
mount. The one in use here may be 
purchased for $.03 each and has 
proved satisfactory. Obviously, the 
envelope and mount should be pur- 
chased at the same time. 

Stationery—With each set of roent- 
genograms must go a letter of ex- 
planation to the dentist. It is suggest- 
ed that the regular letterhead of the 
society be used. In substantial quanti- 
ties the unit cost figure should be well 
below $.01. 

Expressing and Miscellaneous— 
This is, of course, a decidedly vari- 
able figure but the $.02 item should 
cover all expenditures not accounted 
for elsewhere. 


EMPLOYEES REQUIRED 


Two paid employees are required 
to carry out technical procedures, an 
x-ray technician and trained dental 
assistant. Salaries will, of course, de- 
pend on local conditions. 

X-Ray Technician—lIt is essential 
that the x-ray technician be unusually 
competent for two reasons: first, be- 
cause the system practically precludes 
“retakes,” and second, because a high 
standard productivity is required; 


"1. @., a minimum of fifty complete 


roentgenograms per day. This is based 
on sets of fourteen films each. In the 
event of a lesser number of films per 
set the daily quota can be increased 


proportionately. This technician 


should be properly protected by a lead 
glass screen to prevent untoward bi- 
ologic reactions. 

Dental Assistant—Speed and ac- 
curacy, combined with a pleasing per- 
sonality, are the basic requirements 
for the holder of this position. As the 
general assistant to the examiner, it 
becomes her duty to chart the dental 
defects, do all the clerical work in- 
cident to the mailing of material to 
the dentists, see that an adequate sup- 
ply of sterile mirrors and explorers is 
on hand at all times, and, in general, 
facilitate the work of the examiner as 
much as possible. 

It is suggested that both employees 
be required to be in uniform on duty. 


PRACTICAL SUGGESTIONS 
1. The supply of films should be 


stored where it cannot be affected by 
the operation of the x-ray equipment. 
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A steel cabinet will serve the purpose 
well. If this is not available the film: 
should be stored at a safe distance 
from the machine. 

2. In starting the roentgenographic 
and clinical examinations it is exce!- 
lent psychology that the committee in- 
sist on having the highest official of 
the company as the first person to be 
examined. The employees will like the 
program a great deal better if they 
see the officials participating. 

3. If it can be prevented, the 
speaker giving the health talk should 
not do so during the employees’ lunch 
period. 

4. It is essential that there be no 
time wasted in carrying out both the 
roentgenographic and clinical exami- 
nations. For this reason it is suggested 
in starting each examination that two 
employees be brought to the examina- 
tion room, one to be placed in the 
dental chair and the other in the wait- 
ing chair. Then, when the first per- 
son has had his examination com- 
pleted he returns to his department in 
the plant and sends another employee 
to the examination room who, in turn, 
occupies the waiting chair just va- 
cated by the person undergoing ex- 
amination. By following this proced- 
ure both chairs (dental and x-ray) 
function without loss of time. 

5. With everything else in opera- 
tion, the success of the program de- 
pends on the cooperation of the pro- 
fession. If any considerable number 
of dentists attempt to take undue ad- 
vantage of the fact that an employee 
is expected, as a condition of employ- 
ment, to put his mouth in condition 


_and provide him with a type of serv- 


ice beyond his ability to pay for, the 
entire program must be abandoned. 
It just cannot work without the 
wholehearted and broadvisioned co- 
operation of the profession. 

6. In arranging the service with 
the company, one should be sure to 
ascertain the hours of work and the 
number of shifts. This is vital in or- 
der that the hours of the examiners, 
x-ray technician, and assistant may 
be adjusted accordingly. 

7. The examiner, before discussing 
any employee’s mouth condition with 
him, should first have as much in- 
formation from the employee as pos- 
sible regarding his dental habits. Par- 
ticularly should this be done when 
the condition of the employee’s mouth 
definitely shows regular dental care. 
Occasionally in such cases the roent- 
genogram will reveal defects un- 
known to the employee and apparent- 
ly unknown to the employee’s dentist. 
Usually the employee will reveal, up- 
on questioning, that he has had no 
dental roentgenogram made in recent 
years. Such a situation is a delicate 
one and calls for the full use of the 
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examiner's powers of tact in order 
not to disturb the relationship exist- 
ing between the employee and his 
dentist. 

8. In order that the economic bene- 
fit to the local dental profession may 
be distributed as evenly as possible, 
it is suggested that industrial con- 
tacts be made that are representative 
of all geographic areas in the com- 
munity. Particularly should this pro- 
cedure be followed in the larger 
cities. 

STATISTICAL INVESTIGATIONS 
AND REPORTS 

Local societies who adopt this pro- 
gram are urged to consider the unique 
opportunity this service offers to ob- 
tain statistical data regarding the den- 
tal requirements and habits of the 
population as the employed group of 
any community can certainly be con- 
sidered representative. In the event 
such a program is to be undertaken 
in conjunction with the Industrial 
Diagnostic Service, the x-ray film 
packets purchased must contain dupli- 
cate films. Upon development the 
duplicate films are filed with the 
Committee’s copy of the examination 
chart and are thus available for sta- 
tistical study to any group at any 
time. 

In addition to the purely statistical 
aspect of the project, it is also essen- 
tial to know the number and charac- 
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2. If not, please state reason 


CHICAGO DENTAL SOCIETY 
INDUSTRIAL DIAGNOSTIC SERVICE 
EMPLOYEE QUESTIONNAIRE 


J. Did you go to your dentist following the examination at the plant 


All dental work completed?____ 


5. Check work done 


No. Approx. Cost 
$ 


_____plates 


6. Total amount spent for dental work. $ 


3. Approximately how many appointments did you have with your dentist? 


p ? 


No. Approx. Cost 


cleaning ...... 


cement fillings........ 


_porcelain fillings....... 
teeth extracted........ 


_____minor mouth surgery .. 


8. Comments. 


7. Following the examination did any of the members of your family seek dental service and, 
if so, how much money was spent for it? $¢ 


(Signature of employee not required ) 


ter of dental defects uncovered, the 
time given by examiners and their 
identity, the number of employees ex- 
amined in any given day or half day, 
and other information held to be de- 
sirable by the Committee. For this 


reason a report sheet has been pre- 
pared and a facsimile reproduced on 
this page. This is to be filled out daily 
by the dental assistant and at inter- 
vals to be determined by the Com- 
mittee, submitted to the Chairman. 
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ISTORICALLY, the foun- 

dation of electrosurgery was 

probably laid when William 
Gilbert (1540-1603), physician to 
Queen Elizabeth, experimented with 
magnetism and electricity. The con- 
struction of the Leyden jar of Mus- 
schenbrock (1746) and the discovery 
of induction by Oersted (1821) was 
a further development. Nollet, in 
1834, demonstrated the static breeze 
and sparks, and he was followed by 
Morton who, in 1881, reported his 
work with the static induced current. 
In 1891, d’Arsonval demonstrated 
that high frequency currents could 
traverse the human body without neu- 
romuscular response, but with eleva- 
tion of temperature. This was the be- 
ginning of diathermy. Tesla, in 1891, 
developed a current of lower amper- 
age and higher voltage. Oudin fol- 
lowed in 1893 devising a resonator 
that produced extremely high voltage 
with correspondingly low amperage. 
Negelschmidt, in 1897 demonstrated 
the efficacy of high frequency currents 
in diseases of the joints and circula- 
tory system, and applied the term 
“diathermy.” Riviere apparently made 
the first surgical use of high frequency 
currents in applying the spark on an 
indolent ulcer. In 1909 Pozzi an- 
nounced the treatment of cancer by 
the sparks from the Oudin resonator, 
which he called, “fulguration.” 


Apparently the first idea of what is . 


now known as electrocoagulation was 
developed by Doyen in 1907. By this 
method he raised the temperatures at 
the surface of the carbonized tissue up 
to 900-100° F. Further, noting that 
the effect of the current upon tissue 
was not a function of the length of 
the spark, he’ pointed out that the 
short branching sparks from the pri- 
mary current of Oudin’s resonator 
were more effective than the long ones 
from the secondary. Doyen continues, 
I also noticed that, in order to obtain 
powerful effects, it was necessary to con- 
nect the metallic bed on which the patient 
lay with one of the extremities of the 
self-induction oscillating current, while 
the active electrode was in contact with 
the other. Sometimes I held the electrode 
a short distance from the patient, whose 
tissues were burnt by a short and bril- 
liant spark. I then called this effect bi- 


1Doyen, E. 1..: Surgical Therapeutics and Oper- 
ative echnique, 1, 1917. 
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ELECTROSURGERY IN THE ORAL CAVITY 
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polar voltization, and sometimes | placed 
it in contact with the surface of the 
wound so that the spark was suppressed 
(electrocoagulation). 

By his electrocoagulation, Doyen 
obtained a penetration depth of 6 or 
8 cm., according to the size of the 
electrode. The temperatures reached 
by the application of this current 
were as high as 500°C. (932°F.) to 
600°C. (1112°F.) at the surface of 
the carbonized tissue. Further, car- 
bonization did not take place when 
the electrode was brought into con- 
tact with the tissue, coagulation being 
the only result. 

Riviere? demonstrated these de- 
structive effects of currents of high 
frequency and low tension before the 
French Surgical Congress, October 
10, 1907. 


Ward and Fred West, Jr. con- 
firmed Doyen’s measurement of tem- 
perature about 1925-1926. They used 
a needle electrode in beef muscle. 

In 1908 de Forest made the first 
radio tube apparatus capable of fur- 
nishing cutting current with which 
Neil and Sternberger made fine, clean 
incisions with little bleeding on dogs. 
Eitner and Czerny described the cut- 
ting to tissue with high frequency 
currents in 1910. 

William L. Clark of Philadelphia 
from 1910 on began. and continued 
investigations in this field which has 
earned him the title “Progenitor of 
American Electrosurgery.”’ 


The following quotation is taken 


from Kelly and Ward?: 


In recalling the early history of electro- 
surgery in this country and crediting 
Titus . . . Clark adds, “At that time I 
knew nothing of the work of Doyen, 


Nagelschmidt, Czerny, Riviere, de Keat- . 


ing Hart, et. al....I had not read any- 
thing upon electrosurgery other than elec- 
trolysis.” Later on, he met Cook and 
Harvey King, the latter an early user of 
high frequency currents for the removal 
of small benign growths. Clark, however, 
was the first in this country to venture 
to remove large growths, benign and ma- 
lignant: extensive epitheliomata, angio- 
mata, pigmented nevi of the skin, and 
extensive malignant lesions of the 
oral cavity and throat, and to perform 
amputations of tongues, resection of 


Jaws, -evisceration of -orbits, removal of 


2Riviere, A. J.: On Destructive Effects of Currents 
of High Frequency and Low Tension. Rev. Crit. 
Med. et Chir. — and 12, 1907 

3Kelly, H. A. and Ward, G: E.: Electrosurgery, 
J. A. M. A. 98, February 20. 1932. 


and amputation of 
breasts, and coagulation of cervical can- 
cer (cancer of the cervix uteri). Of this 
Clark says, “I do not wish to make any 
particular claim for priority in anything 
except, perhaps, the recognition of the 


noses, ears, etc., 


different effects produced by various 
qualities of currents, demonstrated by his- 
tologic studies. The term desiccation and 
the working out of its possibilities are 
my own. I had something to do with im- 
proving the technic of coagulation and 
also in improving the quality of high 
frequency currents for surgical work, by 
study of the proper capacity, inductance, 
and resistance necessary to produce the 
best effect. 

Clark’s work was so distinctively out- 
standing and different from that of all 
predecessors that W. W. Keen and J. 
Chalmers Da Costa requested chapters 
for their surgical treatises, inaugurating 
the first substantial recognition in a great 
authoritative work. His preeminent 
achievements bear throughout the hall- 
marks of perspicacious, persistent, accur- 
ate, scientific endeavor. With his co- 
workers he carefully studied the imme- 
diate and remote effects of surgical high 
frequency currents upon tissues, as they 
watched wounds heal and described types 
of scars. 


The electric cutting knife and elec- 
trocoagulation will be discussed in 
this article as it applies to oral sur- 
gery. [his is a new instrument for 
the dental surgeon, although it has 


* been used for a good many years by 


the general surgeon with good results. 

The electric knife is readily con- 
trollable and entirely safe if used by 
a properly trained and experienced 
surgeon. I believe that I am the first 
in my profession to use the radio knife 
in surgical elimination of pyorrhea 
pockets, as I demonstrated this at the 
Chicago Centennial Dental Congress, 
August 12, 1933. 

Any oral surgeon may adapt him- 
self to the use of the electric knife 
by experimental work on animals. We 
first used veal heads which are easily 
obtainable. The veal head is placed on 
the large electrode and after some ex- 
perimental cutting, the surgeon will 
soon be able to tell the amount of 
current required for cutting different 
tissues. A complete gingivectomy may 
be done around the teeth of the lower 
jaw. Imaginary tumors may be re- 


moved :from cheek and palatal 


area. In this way one becomes ac- 
customed to the feel of the cutting 
knife. 


The advantages of electrosuryery 
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over the use of the scalpel may be 
attributed to the fact that a clean- 
cut incision may be had with prac- 
tically no hemorrhage. The small 
severed vessels do not have to be 
ligated as they are completely sealed 
by coagulation. This is done directly 
at the time of the incision. If any 
small vessel of about 1 mm. in diam- 
eter or more continues to bleed, it 
may be touched by the knife, or a 
hemostatic clamp may be applied to 
a small isolated bleeder and the clamp 
touched by the coagulating electrode. 


THE DENTAL DIGEST 


After a microscopic section of tis- 
sue has been studied, which has been 
removed by electrosurgery, one can 
readily see other advantages: the pre- 
vention of metastasis from malignant 
particles from cancerous and other 
diseased areas into other parts of the 
body. This is especially true of the in- 
fection that is present in the pyorrhea 
pockets. 

I shall describe the complete gin- 
givectomy. A complete physical exam- 
ination by a physician should be made 
to determine the presence of any sys- 
temic disorder, such as diabetes melli- 
tus or the blood dyscrasias, such as 
agranulocytosis or the leukemias. 


Fig. 1 


Fig. 1—Rear view of electrosurgical 
unit: (1) foot switch receptacle; (2) 
entrance cord receptacle; (3) upper 
tube terminal; (4) center tube ter- 
minal; (5) foot switch and cord; (6) 
pure silver electrode; (7) instrument 
case containing six special elec- 
trodes and two control handles, (8) 
flexible cords, plugs, and operating 
handles. 


Fig. 2—Electrodes used for oral 
surgery: cutting and coagulation. 
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Wassermann, or Kahn tests should be 
made and a differential red and white 
count taken. A complete history of 
the patient is recorded and study casts 
of the mouth are made. With these 
preliminary measures complete, an 
oral examination is made consisting 
of full mouth roentgenograms ; trans- 
illumination; tests; pockets 
checked and recorded as to location, 
depth, and tissue tone; microscopic 
smear for the detection of Vincent’s 
infection, and macroscopic examina- 
tion for pus. 


When all the examinations, tests, 
and charts are completed, and the case 
is found to be favorable for a gingi- 
vectomy, one can proceed with the 
operation, although I advise opera- 
tion only in cases in which there is 
one-half or more of the bone sup- 
porting structures remaining. 

The tissue of the oral cavity should 
be made as near sterile as possible, 
and then with a local anesthetic, all 
areas that are to be operated on are 
blocked off. The electric knife is never 
used in the presence of ethylene or 
ether anesthesia, because of the dan- 
ger of a spark igniting these gases. 


TECHNIQUE FOR GINGIVECTOMY 


1. A large indifferent metal elec- 
trode is applied to some part of the 
naked body. Usually the patient sits 
on this electrode which is placed di- 
rectly in contact with the skin so as 
to make a good contact. This elec- 
trode is connected to the indifferent 
plug on the machine (Fig. 1). 

2. The proper knife is fitted into 
a suitable insulated handle (Fig. 2). 
This active electrode is connected by 
a cord to the opening marked for cut- 
ting current. The foot switch is then 


Fig. 2 
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DEFINITIONS 


DIATHERMY: The therapeutic use of a high frequency current to generate 
heat within some part of the body. 


ELECTROCOAGULATION: Coagulation of tissue by means of a high fre- 
quency electric current. The heat producing the coagulation is generated 
within the tissue to be destroyed. 


FULGURATION: The destruction of tissue by means of long high frequency 
electric sparks. 


ELECTRODESICCATION: The destructive drying of cells and tissue by means 
of short high frequency electric sparks. 


ELECTRIC KNIFE: A surgical instrument with blade, wire, or needle energized 
by an electric current of such high frequency as to create a molecular disin- 
tegration of tissues, sealing lymphatics and capillaries as the cut is made.4 


SPARK GAP CUTTING CURRENT: A high frequency oscillating current in 
the nature of a damped wave, which means that each succeeding oscillation 
after the first becomes less until zero is reached. A series of such damped 
waves makes up a wave train. 


Damped 


VACUUM TUBE CUTTING CURRENT: A high frequency oscillating current 
with undamped oscillations of equal amplitude. 


Undamped 
From The Handbook of Physical Therapy, Chicago, American Medical 


Association. 


Fig. 3—Control panel of unit: dissection power control dial which controls cutting in- 
tensity; dissection switch to provide either a cutting current or coagulating current; 
receptacles for inactive and active electrodes. 
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connected to the machine and placed 
in an accessible spot for the operator. 

3. The machine is set at five or 
ten on the cutting dial. Each machine 
must be tested for the dial setting io 
find the best cutting current (Fig. 3). 

4. I usually make a bleeding point 
at the depth of each pocket on the 
buccal and lingual tissue (Fig. 4). 
The first knife I use has a flat blade. 
This is placed on the tissue at the dis- 
tal surface of the bleeding point. The 
knife is drawn forward to meet the 
next bleeding point, until all the 
lingual pockets are incised. 

5. The same procedure is followed 
on the buccal (Fig. 5). 

6. With another cutting instru- 
ment shaped like a needle the inter- 
proximal spaces are dissected (Fig. 
6). The tissue is loose and may be 
removed with a pair of hemostats. 

7. The surface is then washed 
thoroughly with physiologic solution 
of sodium chloride to wash away any 
small detritus. 

8. If any bone should be removed, 
this is done with curets or bone 
chisels. 

9. (a) A surgical cement pack 
may now be applied to protect the 
tissues while they are healing and also 
to keep the teeth from being sensitive. 
(b) The pack is mixed thick. (c) The 
pack is then forced between the inter- 
proximal spaces from the lingual un- 
til it comes out on the buccal surface. 
This is the best way to do as it is 
locked securely between the necks of 
the teeth. (d) Then a strip is formed 
the length of the lingual and pressed 
gently to place. (e) This is also done 


_on the buccal. This strip is smoothed 


on all surfaces with the fingers so that 
it will completely cover all tissues 
that were exposed by the incision. (f) 
Also, the patient is told to extrude 
his tongue in order that the pack will 
not interfere with the movements of 


- the tongue during speech or mastica- 


tion. (g) The pack will set in about 
fifteen minutes, and the patient may 
then be dismissed. (h) This pack 
should be inspected every day for 
about ten days. If it is loose or 
broken, a new pack should be placed. 
(j) After the pack has been in place 
for ten days, it is removed. 

10. The tissue should be gently 
irrigated with warm physiologic solu- 
tion of sodium chloride to work off 
all detritus. The tissue will have a 
red and inflamed appearance. This is 
new tissue that has grown under the 
pack. 

11. The patient should be in- 
structed in oral hygiene, and told to 
use a bland mouthwash. The gums 
should be massaged several times a 
day with a piece of soft spongy rubber. 

12. It will be noted that the gums 


4From Kelly and Ward, footnote 3. 
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Fig. 4—Pockets are measured for depth on 
buccal and lingual with an explorer. With 
the explorer a bleeding point is marked 
along the buccal and lingual surfaces which 
corresponds to the greatest depth of pockets 
that are to be eliminated. 


Fig. 5—With a flat bladed electrode con- 
nected to the dissecting opening a horizon- 
tal incision on the buccal and lingual sur- 
faces is made connecting all bleeding 
points. Thus the pyorrhea pockets are elim- 
inated on the buccal and lingual surfaces. 


Fig. 6—With a needle pointed electrode 
the interproximal tissue is dissected. This is 
the last step with the radio knife for the 
removal of the soft tissue forming the py- 
orhea pocket. Any rough or diseased 
osseous structure should be removed at this 
time with files or curets. Packing is then done 
with pyorrhea cement to cover necks of 
teeth and tissues. Packing is left in place for 
ten days. 
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FLAT BLADE MAKING 


— 


BLEEDING POINTS 


will gradually become firmer and 
take on a healthy pink color. If there 
are any hypertrophied areas that do 
not become firm, the operator may in- 
sert an explorer into the tissue to find 
whether there are some calculi or 
small sequestra of bone present which 
should be removed. 

13. A thorough prophylaxis is now 
done. As time goes on, the gums will 
take on festoons and good tissue tone. 
At this time, the teeth should have all 
contact adjusted and then be placed 
in perfect balance. The patient should 
be instructed in proper toothbrushing, 
such as Charters’ technique5 

The technique described here is one 
of the most gratifying operations for 
both the patient and the dental sur- 
geon. Experience, skill, and keen ee: 
judgment count in this work as in ee 
any other. 


5 Charters, W. J.: Eliminating Mouth Infections 
With the Toothbrush and Other Stimulati 
DENTAL DIGEST, 38: 130 (April 
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LEFT palate is a major physical defect 
with serious mental complications. 
The cleft palate patient has speech 
difficulties that make it difficult for him to 
take his position in the social order. As an 
outgrowth from his physical defect he may 
develop personality difficulties of inferiority. 
Those cases which cannot be corrected by 
surgery may be corrected by prosthetic 
appliances. Most of the old types of appli- 
ances were cumbersome, unhygienic, and did 
not properly restore the function of speech. 

Doctor John J. Fitz-Gibbon has spent his 
life in perfecting an appliance that is no more 
cumbersome than a denture, that may be 
kept clean, and that restores speech. In the 
present issue of this magazine the technique 
for construction of this appliance is described 
in detail. 

We have asked a prominent contemporary 
of Doctor Fitz-Gibbon in the field of pros- 
thetic correction of cleft palate to comment on 
this technique. Doctor Stanley D. Tylman, 
of the College of Dentistry, University of 
Illinois, writes as follows: 

“The general practitioner is not often con- 
fronted with the problem of prosthesis for 
the cleft palate, acquired either congenitally 
or accidentally. The infrequency of its oc- 
currence has retarded the more rapid develop- 
ment of this science. The amount of knowl- 
edge on this subject possessed by the general 
practitioner has been gleaned through one or 
two lectures during the college course. Such 
meager instruction is not commensurate with 
the knowledge and technique required for 
the construction of a satisfactory and efh- 
cient appliance. 

‘‘Another retarding factor is the prevalent 
impression that the degree of technical diffi- 
culty encountered is such that superhuman 
skill is a prerequisite. As a result, the un- 
fortunate persons thus afflicted either receive 
no help or get an inefficient and mediocre 
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appliance, the benefits of which are ques- 


tionable. 
“Occasionally, patients may be referred to 


someone who has made a study and practice 
of this type of prosthesis and receive an 
appliance such as that described in the 
article by Doctor Fitz-Gibbon in this issue. 
It is my opinion that Doctor Fitz-Gibbon 
is making a valuable contribution to dental 
science. 

“The pioneer efforts in this field consisted 
primarily in bridging the: palatal aperture 
with a vulcanite denture of some sort; no 
effort was made to restore the soft palate or its 
impaired or lost functions. The Kingsley 
velum consisting of soft velum rubber was an 
improvement in that an effort, partly suc- 
cessful, was made to restore the functions of 
the cleft or missing hard and soft palates. 

“The velum obturator of hard vulcanite, as 
developed by the late Doctor Calvin Case 
and used successfully by many men, was a 
distinct advance in this science. The final 
stage in the development of the obturator is 
found in the Fitz-Gibbon appliances. 

“As a result of experiences with the three 
types of appliances, I am of the opinion that 
the Fitz-Gibbon type, if constructed care- 
fully and accurately according to the tech- 
nique presented in his present article, will 
enable the dental profession to restore to 
society many useful persons who otherwise 
might become a burden to themselves and 
to others. 

“The technique presented may be mastered 
by any dentist of average ability who is will- 
ing to spend the time and devote the study 
necessary to master it. 

“The number of unfortunate ones with cleft 
palates in this country is greater than is gen- 
erally supposed, and it is our duty to meet 
and fulfill this professional obligation. It 1s 
possible to do so and to do it well. The pro- 
fession is grateful to Doctor Fitz-Gibbon for 
this splendid article.” 
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RANK Norris named the book 
} for his central character, a 
dentist, McTracue.“‘A Story 
of San Francisco,” the author calls it, 
but the story does not depend on the 
locality—the setting, as usual, is 
merely a convenience. It might have 
happened in any large city in that 
stage of education in America’s his- 
tory when dentistry was learned by 
the preceptor method, and chance 
counted more than supervision, skill, 
or foresight. If the preceptor was a 
scholar, a man of ability, a conscien- 
tious practitioner, and if the student 
was observant, diligent, and, in all, 
capable of being guided and taught— 
then, the method of instruction was 
not only satisfactory, but frequently 
a master produced a better master. 
This is not strange. Even today there 
are advocates of similar systems of 
education. But if the preceptor hap- 
pened to be more or less of a char- 
latan, no one cared very much. 
McTeague was the son of a miner, 
destined to be a miner himself, and 
would have been a good one, if a 
traveling dentist had not happened 
to pitch his tent in the mining dis- 
trict to fire Mrs. McTeague’s am- 
bition to have her son learn this pro- 
fession. 


He had learnt it after a fashion by 
watching the charlatan operate. He had 
read many of the necessary books, but 
was too hopelessly stupid to get much 
benefit from them. Often he dispensed 
with forceps and extracted a refractory 
tooth with thumb and finger. There was 
a washstand behind the screen in the 
Corner where he manufactured his 
moulds ... The other ornaments were a 
smal! marble-topped table covered with 
back numbers of The American System 
of Dentistry. The whole place exhaled 
an odor of bedding, creosote, and ether. 
... MeTeague took down his concertina 
from che bookcase, where in week days it 
kept the company of seven volumes of 
Allen's Practical Dentist. 


he acquisition of a gold tooth 


BENEATH IT ALL 


had made McTeague a full-fledged 
dentist. It projected from the corner 
window, “a huge gilded tooth, a 
molar with enormous prongs, some- 
thing gorgeous and attractive.” 

And so, though mining was Mc- 
Teague’s birthright, he blundered 
into a profession called dentistry. 
This soon became a habit which he 
practiced to the tune of a canary bird 
in its cage over the operating chair. 
But one day the habit was disturbed. 
McTeague found an oblong letter 
thrust through the letter-drop of the 
door of his “Parlors.”’ 

Contained in the fat oblong envelope 
was a printed form with blanks left for 
names and dates, and addressed to 
McTeague from an office in the City Hall. 
“T don’ know, I don’ know,” he muttered. 
The printed notice informed McTeague 
that he had never received a diploma 
from a dental college, and that in con- 
sequence he was forbidden to practice 
his profession any longer. A legal extract 
bearing on the case was attached in 
small type. “. . . is herewith enjoined 
from further continuing—’ .. .“Ain’t I 
a dentist? Ain’t I a doctor? Look at my 
sign, and the gold tooth you gave me. 
Why I’ve been practicing for years. 
What was the good of going to college? 
I learned from him to operate. Wa’n’t 
that enough? Ain’t I a good dentist? Rub 
it out. Rub them all out.” [Meaning the 
appointments. | 

Thus McTeague discovered that 
despite the insistence of habit, he was 
in fact, not a dentist. 

Actually, McTEAGUE is a study 


in greed and niggardliness. It is, 


‘also, a study in habit frustration and 


its attendant consequences. Standards 


had changed. McTeague’s inability to- 


grasp the fact of change, to reconcile 
himself to its logical inevitability, and 
to adapt himself to a new order of 
events, far removed from the grooves 
in which he had spent his daily life 
for fifteen years, is strikingly com- 
parable, it seems to me, to the per- 
turbed effusions concerning social 


changes today. Too many of us have 
believed we have made vocational 
adjustments whereas in reality we 
have merely fitted ourselves into 
grooves, which we are now trying to 
use as hiding nooks, a refuge from 
the future. Instead of trying to com- 
prehend the forecasts of the future, 
we condemn what we are afraid to 
understand. 

The conflicting expressions con- 
cerning the changing social trends 
of the present, I believe, are not all 
rational objective interpretations, but 
are rationalized emotions, primarily 
to be attributed to the dread of hav- 
ing habit fixations disrupted, and sec- 
ondarily, to the fear of the unfamiliar. 
Some writers would melodramatically 
drag prophecy into the present by 
the tail; others would pull back its 
horns to prevent its fulfillment. In- 
novations are at once tantalizing and 
fear-inspiring. But without them the 
evolutionary process in social organi- 
zation would not be possible. Not- 
withstanding, the Journal of the 
American Medical Association writes 
as though tradition can arrest any 
process indefinitely: 

It remains to be seen whether the 
American medical profession as_ repre- 
sented by organized medicine . . . wishes 
to continue its policy of careful experi- 
mentation with new methods of medical 
practice, observing the ethics and tradi- 
tions of medicine or whether it is ready 
to endorse on a nationwide scale some 
step toward the socialization of medical 
care. 

It seems, too, that beneath the con- 
flicts between professional men and 
professional men, between. ‘“‘doctors”’ 
and social workers, between ‘“doc- 
tors’ and patients, between those who 
would hasten a new order and those 
who would maintain the old, and be- 
tween all these and the ones who 
would keep the good of the old and 


(Continued on page 285) 
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DENTAL MATERIALS: A DIDACTIC SUBJECT 


STUDY of the dental jour- 
nals brings to us the realiza- 
tion that the trend of dental 
thought is being exerted in the direc- 
tion of the materials in use today. 


Fig. 1—Comparator microscope. This instrument is used for determin 


MAURICE A. GOLDBERG, D.D.S. 
Washington, D. C. 


We recognize without question that 
the proper actions of our materials de- 
pend on the quality of the ingredi- 
ents, the care in the manufacture, and 
the proper manipulations. 


th 


The United States Bureau of 
Standards, through its Department of 
Dental Research, has set up certain 
requirements for some materials. It 
has arrived at its conclusions after 


| 


e setting expansion of plaster, artificial stones, investments, 


and similar substances. Tests are made on mixes of weighed proportions and spatulation time, and on hit-or-miss mixes. Spatulation is 


accurately timed by the stop-watch. 


Fig. 2—Same instrument with the water bath attachment, which contains an electric heater and control, by means of which, change in 


temperature may 


made to one fifth of a degree. The control equipment is shown on the left. A close inspection will disclose the in- 


dex plate under the right microscope. This apparatus is used for testing the thermal expansion of compounds and waxes. 


Fig. 3—Flow micrometer. This instrument is used to determine the flow, or change under pressure, of compounds, ey and amalgam. 


Definite weights are placed upon the platform, and the change is cbserved, after definite periods of time. In the case o 


the compounds 


and waxes, tests under water at different known temperatures are made. Amalgam specimen will be seen in instrument. 


w. 4—Dies and specimens. At the left will be seen the die used in preparing specimens for the tensile test. A row of base plate wax, 
nla 


y i wax, compound, and vulcanite specimens are shown an 


specimens o 


are the die and specimens of amalgam for the flow test. 


Fig. 5—The viewing apparatus used in connection with the Interferometer. A helium tube furnishes the light. A transformer and a 
resistor are part of the set-up. The Interferometer, seen under the forward end of the viewing apparatus, at the left, is composed 
two planes, the upper one resting upon three pins of equal length, two of which are stationary, the other, formed by the specimen. The 
ansion, the number of fringes increases, while with contrac- 
with this equipment. 


field shows a circle containing numerous striations, or fringes. In case of ex 
tion, the opposite obtains. Amalgam, cements, the silicates may be te 


in front of each is a tested specimen. The center group are 
waxes and compound for the flow test and before each is a tested sample. The die is shown behind them. At the right 
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Fig. 6—Instruments used for amalgam. The Inter- 
ferometer is seen in the center of the upper row. 
The die and two specimens from it are shown at 
the lower left. Proportions are weighed on the 
balance. Trituration and mulling is definitely timed 
by the stop-watch. All specimens are carefully 
measured by the micrometer. 


Fig. 7—Equipment used for cements and silicates. 
Proportions of powder are carefully weighed on 
the scale, and the liquid is measured by means of 
the syringe. A definite technique of incorporating 
the powder and liquid is followed and the time 
of mixing is governed by the stop-watch. Set- 
ting time is determined by means of the Gilmore 
needle (1 pound, 1/24 inch point). The mix is 
placed in a metal ring and the point of the needle 
is rested upon the material from time to time until 
it leaves no further impression. This technique is 
also followed for determining the — time of 
plaster, investments, etc. At the right will be seen 
the needle resting upon a specimen of investment 
and in front of this several rings of cement. A close 
inspection of the investment will show the impres- 
sions of the needle point. 


* 


Fig. 8—Tensile test ny: angen A convenient form which can be moved 
to the laboratory from the store room. This apparatus is used for the tensile 

ing of compounds, waxes, wires, casting, etc. Lead shot is poured into 
the bucket until fracture, and is then es from which tensile strength is 
computed to pounds per square inch. The wires alongside of the bucket 
keep it from upsetting. 


Fig, 9-—Clamps and specimens for the tensile test. The briquette clamps at 
e right are shown with a compound specimen between them. The wire 
clamps are shown at the left with a specimen of wire. These clamps are used 
with the tensile test apparatus shown above. The string shown connecting the 
© clumps of each type are used to prevent the lower clamp from dropping 
fracture of the material and being mutilated. 
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extensive research. It has found that 
our materials act in the desired man- 
ner only when they are treated and 
manipulated in a definite way. 

An investigation on the subject re- 
veals the fact that few dentists have 
the proper knowledge of materials. 
Their understanding of the materials 
is gained only by experience in using 
them, and by following the instruc- 
tions of the manufacturer, which are 
usually indefinite. The fault, of 
course, lies in the source of learning, 
the dental schools. 

Because this fact was realized, a 
course in dental materials was insti- 
tuted at the Georgetown University 
Dental School. This subject is pre- 
sented in two ways: a lecture course 
and a laboratory course. The subject 
is given to freshmen because they have 
had no experience with dental mate- 
rials, and hence have nothing to 
unlearn. 

In the lecture course, and in the 
laboratory course, the subject is di- 
vided into two general classes: ma- 
terials used in prosthetic dentistry, 
and those used in operative dentistry 
and crown and bridgework. ‘Those 
used in the latter two departments are 
generally the same. The lectures, or 
the theory, and the laboratory work, 
or the practice, follow each other as 
closely as possible. Since the object 
of the course is to impart a knowl- 
edge of the materials and the manip- 
ulations, no work relating to den- 
tistry is given. 

Under the first class come lectures 
relating to the ingredients of the ma- 
terials. The source, extraction, physi- 
cal and chemical properties, and 
manufacture of each ingredient are 
explained. Formulas and proportions 
are given whenever possible. The re- 
lation of each ingredient to the whole 
mass is discussed. American Dental 
Association Specifications are given 
when they apply, and the uses and 
manipulations of the materials are ex- 
plained. When the nonmetallic ma- 
terials are completed, the metallic 
materials are studied under the de- 
partment of metallurgy. 

In the laboratory, the materials 
are studied under their individual 
classifications; that is, according to 
their uses. First of all, because of its 
common usages, plaster of Paris is 
studied. Then follows a study of the 
materials in the sequence of their ap- 
pearance: (1) impression materials, 
under which are included modeling 
compound, and elastic compounds; 
(2) cast materials, such as the quick- 
setting gypsum compounds and arti- 
ficial stones; (3) base plate materials 
and the denture base materials, un- 
der which are the resin base materials 
and vulcanite. 

Under the second division, opera- 
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Fig. 10—Wax and vulcanite technique. At the left will be seen boxes, cubes, and “U's” of 
base plate wax, and in front of these, cubes of inlay casting wax with carved surfaces. 
Training is thus provided both with the material and with the instruments used with them. 
At the right will be seen wedges, blocks and plates of vulcanite, packed in one and two 
rubbers. The rear row of plates gives training in repair. The two center blocks in the center 
row, upon close inspection, will disclose porosity in the red rubber. 


Fig. 11—Casting and soldering technique. The rear row shows the dies, inlay and crown type, 
and crown and ring castings, used in providing training in casting. These are made with 
and without expansion. The front row shows the soldering technique pieces which give 
excellent training in soldering and the use of the necessary instruments. | 


tive and crown and bridge materials, 
come waxes, investment materials, 
porcelain, and the cements. 

Experiments consist of the use of 
the testing equipment and the con- 
struction of technical pieces. Plasters,- 
investments, and like materials are 
tested for setting expansion, temper- 
ature developed, setting time, and 
strength. Several mixes of varying 
proportions are made, and the mix 
showing the best results is selected as 
the standard. The students prepare 
several blocks of known shapes and 
sizes. Impression materials are tested 
for thermal expansion, tensile 
strength, and flow at various temper- 
atures. Impressions are taken from 
dies, and casts are poured. Similar 
tests, that is, thermal expansion, ten- 
sile, and flow tests, are made for wax. 
For technique, boxes and U-shaped 
boxes are made. Inlay wax cubes are 
carved with pyramids on one surface. 
With vulcanite, experiments are made 
for the tensile strength of various 
rubbers. Blocks and wedges of given 
dimensions are made, some packed 
with one rubber only, others with two 
rubbers. Training is given in vul- 
canizing and experiments are done 
leading to an understanding of poros- 
ity and means of overcoming it. A 
thin square is packed in two rubbers, 
which is later repaired. 


Inlays are cast from patterns made 
of dies, both the inlay type and the 
crown type. Inlays, rings, and crowns 
are made, each with the required ex- 
pansion. Soldering technique is given 
by requiring the construction of five 
pieces, made from wires: a tube, a 
tube and cap, a ladder, a_ wheel- 
spokes-and-wheel, and a chain. Three 
solders are used. Cements, both zinc 
oxyphosphates and silicates, are next 
studied. Tests are made for expan- 
sion, setting time, temperature devel- 
oped, and strength. Definite propor- 
tions are used. 

Amalgam is studied for expansion 
or contraction, flow and _ strength. 
Various mixes and proportions are 
made and their actions studied under 
the Interferometer. The manipula- 
tion that produces the desired result 
is accepted as the standard. 

All proportions are definitely made, 
both by weight and volume. Scales 
and graduates are used. Time is ac- 
curately gauged by the watch. All 
factors, such as temperature and hv- 
midity, are made as constant as pos- 
sible. 

At the completion of this course, 
the student is equipped with a knowl- 
edge of the important materials with 
which he will work as a dentist. He 
knows what they are used for, and of 
what they should consist. He knows 
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how they should be used, and what 
will occur if they are not used cor- 
rectly. He is trained in the proper 
manipulations of his “stock in trade.” 
He is fully aware of the certain fail- 
ures that will follow the mismanage- 
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ment of his materials, because he has 
seen the proved fallacies of the wrong 
way. And finally he understands the 
methods by which materials are 
tested, so as to conform with definite 
standards. 


POSTOPERATIVE CANAL FILLING IN 


HILE the preoperative fill- 
ing of a root canal is pre- 
ferable in cases under consid- 


eration for apicoectomy, there are ad- 
vantages in the procedure here de- 
scribed. When there is a vast destruc- 
tion of bone beyond and around the 
apex of a badly infected tooth or teeth 
the operator may find it almost im- 
possible to dry the canal long enough 
to warrant his reliance on making a 
sterile filling, uncontaminated by the 
seepage from the apical space. In such 
cases an apicoectomy is first recom- 
mended, and the root canal operation 
second. Many such operations, suc- 
cessfully performed, justify the belief 
that these operations produce equally 
favorable results, compared to those 
teeth that are filled prior to resection. 


TECHNIQUE 


1. The usual procedure of an api- 
coectomy is followed. 
2. Instead of suturing the flap, the 
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find new values too—deep beneath 
them all there lies not only the cur- 
rent stress of circumstances, nor the 
accumulated hardships of a system, 
but the profound, eternal conflict be- 
tween public opinion or feeling and 
individual enterprise. It is not only a 
matter of contending forces: pro- 
gressive socialization and reactionary 
rugged individualism—these are emo- 
tions! catchwords, frequently mean- 
ingless, which represent what happens 
when theories are reduced to phrases. 
There is, I feel, a deeper all-pervad- 
ing turmoil which John Cooper 
Powys anticipated: 


HILLEL FELDMAN, D.DS. 
New York 


Fig. 1 


Fig. 2 
Fig. 1—Extensive periapical path- 
ology before treatment. 

Fig. 2—Roentgenogram showing 
root canal fillings. 


THE DENTAL SCENE 
(Continued from page 281) 


We have to face the fact—bitter and 
melancholy though it may be—that in 
our great bourgeois-dominated democra- 
cies the majority of the people would 
like to trample out the flame of genius 
altogether; trample it out as something 
inimical to their peace... 

The clash is bound to come sooner or 
later between public opinion, concerned 
to preserve the comfort of its illusions, 
and the art of the individual artist play- 
ing, in noble irresponsibility, with all il- 
lusions ... 

We shall be wise if, before we die, we 
learn a little of the art of suspending our 
judgment ... The essence of us... is 
too rare and delicate a thing to bear the 
crude weight of these sturdy opinions, 
these vigorous convictions, these social 


It is my feeling that a course such 
as this should be a part of the cur- 
riculum of every dental school, for 
it imparts a knowledge that is of ab- 
solute necessity to the successful prac- 
tice of dentistry. 


APICOECTOMY 


bone cavity is packed with plain 
gauze dipped in petrolatum incorpor- 
ated with anesthesin, thymol iodide, 
and bismuth subgallate. 

3. The patient is then referred 
to his dentist for the root canal filling. 

4. This completed, the patient re- 
turns the same day for removal of 
the first dressing. The filling mate- 
rial showing through the canal at the 
resected surface is smoothed down, 
and another dressing of similar nature 
as the first is reintroduced. 

5. The wound is now permitted to 
heal by granulation, just as any cystic 
cavity would be treated. 

This procedure materially simpli- 
fies the operation, as it does not make 
the root filling operation by the den- 
tist difficult. The operator proceeds 
swiftly and definitely to force his fill- 
ing material up to the gauze in the 
bone cavity, and he does not have too 
much concern about the canal being 
made unsterile by apical seepage. 


ardours, without growing dulled and 
hardened ... 


One cannot help wondering how 
many of us will struggle through the 
turmoil to meet a changed and ever- 
changing civilization without having 
become “dulled and hardened’’; with 
judgment suspended ; without having 
become a disorganized and unadap- 
table McTeague; with the ability to 
“neutralize inconveniences and _ uti- 
lize advantages” ; and above all, with- 
out having lost the individualist’s 
sense of humor and quality to dream 
creations while contributing to social- 
ized welfare. It is a far-away star we 


shoot at, I know. —FE. H. D. 
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NECROSIS FOLLOWING INFILTRATION 


or block anesthesia is often a 
problem for the dentist. Because of 
economic reasons, many dentists pre- 
pare their own solutions. Others pre- 
fer the homemade because of the 
variety of dosage that may be had. 
Those who do should bear in mind 
and accept the responsibility that this 
procedure involves. It must be con- 
ceded that the pharmaceutical houses 
with their expert staff of chemists and 
research men can produce a more 
stable and uniformly accurate solu- 
tion. The chance of error on the part 
of the operator in the mixing of his 
solutions is always present and this 
case is herewith presented as a re- 
minder that we must always be cau- 
tious and careful in our techniques. 

| REPORT OF CASE 

Mrs. A. C., aged 33, presented to 
her dentist, May 16, 1933. 

History—The following teeth were 
extracted: upper left second bicuspid 
and first molar, and upper right 
lateral incisor. The anesthetic used 
was a fresh solution prepared by the 
dentist. 

Injections: Upper left side: (1) 
Infiltration over second bicuspid, (2) 
tuberosity and posterior palatine. For 
upper right lateral: Infiltration and 
anterior palatine. 

The extraction was painful and the 
patient’s face immediately began to 
swell until the eyes were closed; this 
was followed by a sloughing of the 
soft tissue of all injected areas. 

Examination—May 21, 1933, af 
the time I saw the patient, examina- 
tion revealed a well nourished white 
woman whose face was considerably 
swollen below the eyes to the upper 
lip and the area was hard and in- 
filtrated; some scaling of the epithe- 
lial surfaces was present. The orbits 
were not involved. There was a per- 
foration of the skin just below and 
lateral to the right ala about 1 cm. 
in diameter. Intra-orally there was 
considerable evidence of widespread 
necrosis of the soft tissue. One-half 
the palate on the left side from the 
posterior palatine foramen anteriorly 
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HE selection of solutions for 
| the proper induction of local 
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The untouched photograph shows the 
condition of the patient on October 10, 
1931. There is a eo on the tights 
side of the upper lip which was partly 


corrected by the plastic operation. How- 
ever, A a to this part was de- 
stroy it is consequently not under 
the pant of the patient. The pouchy ap- 
pearance under the right eye is the localized 
osteitis of the infra-orbital ridge referred to 
in the article. Below this at the ala of the 
nose is the perforation Aeris the face 
into the muco-buccal fold. The mucosa 


which eventually covered the palate, of 


course, was thin and of a difficult type to 
support a restoration. The depression noted 
in the left cheek is caused by the contraction 
of scar tissue and by the loss of a greater 
part of the areolar tissue of the cheek. This 
was built out to some extent by a cartilage 
implant. The cheek at the deepest portion 
was thin, and had a little more solution 
been injected, it would probably have been 
perforated. 


was necrotic and covered with a gray- 
ish slough. Buccally to the ridge on 
the left side, the muco-buccal fold 
was destroyed from the cuspid to the 
tuberosity to a depth of from 4 to 6 
cm. and was sloughing. On the right 
side the area from the bicuspid region 
to the median line of the muco-buccal 
fold was destroyed and there was 
sloughing to a depth of from 4 to 6 cm. 
There was a perforation through the 
lip in the region of the right ala. 


The patient had had a slight eleva- 
tion of temperature. Her general 
physical condition was good. 
Diagnosis and Prognosis—A diag- 
nosis of necrosis following injection 
of some destructive agent was made. 
The prognosis was fair. 
Treatment—Oxidizing irrigations, 
rest, and cleanliness of the affected 
areas were advised. 
Investigation—Upon questioning 
the dentist the day following examina- 
ation, I found that he kept his Ringer 
solution and also his temporary 
cement liquid in practically identical 
bottles and the only explanation he 
could offer was that he had acciden- 
tally used the temporary cement 
liquid instead of the Ringer solu- 
tion. This is practically an unfor- 
givable error and shows the possibili- 
ties of mistakes in preparing one’s 
own solution. The dentist did not 
have any liability insurance and this 
mistake might have destroyed his 
practice. However, the patient was 
immediately sent to the hospital and 
placed under special care. The patient 
and her husband signed a release from 
suit in favor of the dentist, and in re- 
turn they received the best of care 
at the dentist’s expense. 
Course—Treatments covered a 
period of five months. On or about 
the thirtieth day the muco-periosteum 
of the palate was stripped out, the 
bone being left exposed. This also 
occurred in the upper right cuspid 
and lateral region and the cortical 
layer of bone of the palate, and the 
anterior surface of the right maxilla 
sequestrated. A local osteitis devel- 
oped on the mesial half of the infra- 
orbital ridge on the right side which 
necessitated extra-oral drainage. 
October 31, 1933, the entire palate 
had completely healed and healthy 
granulations were present in the right 
lateral region which was mostly epi- 
thelialized. At this time a plastic op- 
eration was performed, a pedical flap 
being swung in from the cheek to 
close the perforation lateral to the ala. 
This patient, however, will carry to 
her grave the marks of this dentist’s 
mistake. 


— 
; 
F 
i 


August, 1934 


W hat the 


LABORATORIES 


say about 


VYDON 
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From New York 


“I take time to write this 
letter to congratulate you 
for having placed on the 
market a material that so 
closely resembles the hu- 
man gum that ‘self con- 


the past ...I have never 
worked with a material 
comparable to Vydon in 
shade. Besides shade it 
has all the other require- 
ments of a perfect denture 
base. . .” 


sciousness’ is a thing of 


STOR IE § 


The above is quoted from a 
letter written by a New York 
technician who has been 
working with denture ma- 
terials for twenty-four years. 
His name will be sent on re- 
quest to anyone interested. 


LEE SMITH & SON 


MFG. COMPANY 


7325 Penn Ave. 


Pittsburgh, Pa. 
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Many People 
Who Can’t Afford 
New Dentures 
Would be Glad 

to Have Their 
Old Ones 
Satisfactorily 
Rebased 


WAY lo 
Build PRACTICE 
Sucsease INCOME 


Rebasing ... 
an Opportunity 


In these days the rebasing of |. 
poorly adapted dentures, considered | 
by some to be a make-shift opera- | 
tion, may in fact be made a bless- 
ing for the patient and an effective builder of practice and income for the dentist. 
Much depends upon the attitude of the dentist and the way the problem is handled. 


3 
; 


A Question of 
Method 


Leading dentists in all parts of 
the country have found that a 
simple technic employing Dr. 
Kelly’s (corrective) Impression 
Paste has enabled them to turn out 
rebased dentures highly satisfac- 
tory for present use, and to accom- 
plish this work so easily and quick- 
ly that it has become a profitable 
part of their practice. Especially 
where patients with lowered incomes would otherwise have nothing whatever done. 


Simple, Fast, 
Accurate 


Pictured at top is an actual 
case, poorly adapted, which gave 
trouble. Above, the same case with 
new impression taken in “Kelly’s 
Paste.” At right, the same case 
rebased. This patient got much- 
needed relief at low cost, while the 
dentist has built good will and con- 
fidence and been well paid for his 
time, largely due to the efficiency of 
“Kelly’s Paste.” 


Send for Outline of Technics on*Full, Partial and Immediate Denture Construction. 
Trial Package, $1 Postpaid. 


ELLYS 5" PASTE 


KELLY-BURROUGHS LABORATORY, Inc. 
57 East Washington Street, Chicago, Il. 


‘a Send descriptive folder 


0 Enclosed is $1; send Trial package 
‘a Deliver Standard $2.50 package through dealer 


Oo Deliver Specialist $5 package (pictured) through 
dealer 


» 


New Specialist Size $5 
Or Use Coupon on page 296. ’ 


» 
| 
« 
AY, 
: 
i 
i 
: 
i i- 
4 
“e 
4 
* Address | 
+ 
3 


[ 292 ] THE DENTAL DIGEST August, 1634 


The Publisher's 
Note Book 


LIVING up to its policy, telling 

the story in pictures wherever 
possible, ‘THE DENTAL DIGEsT so far 
this year has published nearly 500 


MAKES illustrations. Many more pages of ‘ype 


would be required to present the same 
A GOOD SHOWING information if the magazine were not 

so profusely illustrated—if the edi- 
tor’s blue pencil were not used to save 
the reader’s time. THE DiGEsT hopes 


never to publish thick issues. 


. .. On your slab and in the patients 


mouth. You'll like the ease with A LMOST every subscriber renew- 

which Certified Enamel mixes—as ed for 1934 —93.5 per cent to be 
exact. In publishing circles from 50 

easily as a zinc cement. In the pa- to 60 per cent renewal is considered 

an excellent showing. Thanks for 

tients mouth this adhesive silicate continuing to like THe Dicesr. 

* * * * 
forms a strong bond with the tooth AST meth te 


series of full-color dental patient 


structure and blends perfectly in charts was published. Others are 


shade. For anterior restorations you | scheduled for early issues. The pro- 
fession has already purchased about 
can use nothing that will please your 7,000 copies of the booklet in which 


the first series was reprinted. Among 
readers who are commenting upon 
their use of the charts, one practi- 


patients more. 


LEE Ss SMITH & SON MFG co tioner volunteers the information that 
: ° P $1,500 in fees resulted from showing 
7325 Penn Ave., Pittsburgh, Pa. patients the chart entitled “Why Con- 


struct A Bridge?” 

The chart booklet is intended for 
use at the chair but in some cases an 
extra copy has been purchased for the 
reception room table. 

And, speaking of reception room 
tables: more and more dentists are 
keeping professional magazines out of 
their reception rooms. Professional 
magazines, they realize, are confusing 
to laymen. A little knowledge is a 
dangerous thing. Professional papers 
are written for professional men. Oc- 
casionally dental journal articles are 
appropriate for lay reading. Many 


are finding it a good plan to clip 
Dental Film kook 


‘T HE PRESENT publishers “in- 
EASIEST TO OPEN IN A DARK ROOM herited” about 500 unexpired sub- 
scriptions when the magazine was 
taken over two and a half years ago. 
Approximately one practicing dentist 
in every three is now a paid sub- 
scriber to THE Dentat Dicest. But 


= 


e rip-tab. opening packet. 
be limited by the number of dentists 

Costs You Less! Reg. Emul. Sensitex Emul. Panatex Emul. who are eager to increase their tech- 


nical and scientific knowledge, since 
Tue Dicest is not intended to be 
amusing or entertaining. 


Slow) (Med. Fast) (Med. Fast—Blue Tinted) 
One Film Packets $3.00 per gross $4.00 per gross $5.00 per gross 
Two Film Packets 3.75 4.80 6.00 
Merwin B. Massot, Publisher. 


GEO. W. BRADY & Co., so9 S. Western Ave., Chicago, Ill. 
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